Benign schwannomas of the nasal cavity are rare. When they do occur, their clinical presentation is variable, and some are fairly vascular. We report the case of a 17-yearold boy who presented with epistaxis associated with a unilateral nasal mass that extended into the nasopharynx. The tumor was removed via a transpalatal approach. In most such cases, a clinical diagnosis of angiofi broma is made. In this case, however, histopathologic examination identifi ed the lesion as a schwannoma. SOLITARY NASAL SCHWANNOMA CLINICALLY PRESENTING AS AN ANGIOFIBROMA OF THE NASOPHARYNX Volume 89, Number 7 www.entjournal.com ■ E29
Introduction
Peripheral nerve tumor is the preferred term used to describe a benign or malignant neoplasm that arises from the neuronal axon and its supporting cells (Schwann cells and fi broblasts). Schwann cells are neuroectodermal cells that form a sheath around the axons and create the perineurium of the peripheral nerves. Schwannomas are benign, slowly growing, solitary tumors. Some of them are vascular. [1] [2] [3] The terms schwannoma, neurinoma, neurilemmoma, and perineural fi broblastoma all refer to the same tumor. 1 Between 25 and 45% of all schwannomas are observed in the head and neck region; only 4% of head and neck schwannomas occur in the sinonasal cavities. 4, 5 In fact, fewer than 70 cases of schwannoma have been reported in the sinonasal cavities. 6 In this article, we report a new case of a schwannoma of the nasal cavity that clinically mimicked a nasopharyngeal angiofi broma.
Case report
A 17-year-old boy presented with a 6-month history of recurrent epistaxis and gradual nasal obstruction, particularly on the left. The bleeding was spontaneous, painless, and mild to moderate in quantity. The patient also reported a history of a watery nasal discharge, anosmia, and occasional sneezing.
On physical examination, the patient appeared well. His speech was hyponasal. He reported no history of epiphora, periorbital pain, proptosis, headache, or neuralgic pain. No craniofacial dysmorphism was evident, and his ears were normal. On ophthalmologic examination, his visual acuity, corneal refl ex, and pupillary reaction to light were normal. A neurologic examination detected no defi cit.
On anterior rhinoscopy, a large, fi rm, pinkish mass was seen occupying the left nasal chamber, and the septum was markedly deviated to the right. Posterior rhinoscopy showed that the lobulated mass had completely occluded the choana on the left and extended into the nasopharynx. No trismus was evident, the palate was normal, and the regional lymph nodes were not palpable. On routine laboratory studies, the patient was found to be anemic, and he was transfused with 3 units of blood.
Computed tomography (CT) showed that the mass measured approximately 5.6 × 3.5 × 3.8 cm. Plain CT demonstrated a hypodense lesion and nodular calcifi cation anteriorly. Iodinated contrast demonstrated mild enhancement (fi gure 1). The nasal cavity was expanded outwardly to form convex lateral nasal walls. The deviation of the nasal septum to the right was confi rmed. No evidence of tumor extension into the pterygopalatine or infratemporal fossa was seen. The left maxillary ostium was blocked by the mass effect of the tumor, and the mucosa of the right maxillary sinus was thickened. A partial opacifi cation of the left ethmoid and sphenoid sinuses was seen. Mild mucosal thickening was also seen in the right maxillary sinus along with an open sinus ostium.
The patient was scheduled for surgery under general anesthesia. A preoperative biopsy was not performed because of the bleeding nature of the mass. A transpalatal approach was chosen for removal of the tumor. The consistency of the mass was fi rm to hard, but it was fragile and bled mildly. It had originated in the lateral wall of the posterior part of the left nasal cavity. The tumor was removed in a piecemeal fashion and sent for histopathologic examination, which revealed it to be a schwannoma (fi gure 2). The tumor featured hypercellular and hypocellular areas underneath a pseudostratifi ed columnar epithelium. In places, the hypercellular areas contained elongated nuclei arranged in a palisade. The hypocellular areas showed myxomatous degeneration. Numerous dilated and elongated vascular channels were present.
The patient's postoperative course was uneventful. At 6 months of follow-up, he showed no evidence of recurrence.
Discussion
Schwannomas originate in the peripheral motor, sensory, sympathetic, and cranial nerves. 7 The optic and olfactory nerves are not involved because they lack the sheath that contains Schwann cells. 8 In the nose and paranasal sinuses, schwannomas arise from the intranasal nerves, from the ophthalmic and maxillary branches of the trigeminal nerve, and from branches of the autonomic nervous system. 1 However, it is unusual to identify a particular nerve of origin. 5, 9 Schwannomas of the sinonasal tract grow asymptomatically over a long period, which allows them to reach a substantial size before they become symptomatic. 2, 10 The nature of symptoms depends on the tumor's location and the presence or absence of malignant transformation. 2 Because schwannomas of the sinonasal tract are so rare, their clinical presentation and behavior are not completely understood. 11 Most of these tumors have occurred in patients between 20 and 50 years of age 2 (range: 12 to 76 3 ); our patient was 17 years old. No predilection for either sex or any race has been identifi ed. 12 Clinical presentations and behavior have been varied and nonspecifi c. Hasegawa et al described 6 patients who had complaints of nasal obstruction and epistaxis. 3 Leakos and Brown reported a single case of a patient who presented with nasal obstruction and anosmia. 10 Lacosta et al 13 and Alessandrini et al 14 both reported cases in which nasal obstruction was the only complaint. Our patient complained of unilateral epistaxis, nasal obstruction, rhinorrhea, and anosmia. In most of the reported cases, a grayish tumor was seen on anterior rhinoscopy; however, Ruschi e Luchi et al 6 described a "purple-like" mass, and our patient's mass was pinkish.
CT is the most useful imaging modality for evaluating most masses in the nose and paranasal sinuses because it provides complete information about the size and extent of the mass and the involvement or erosion of adjacent bony structures. Although schwannomas have no characteristic appearance on CT, contrast enhancement might be useful because some schwannomas are very vascular. 1, 2 CT is also helpful in choosing the approach to surgical resection. Histopathologic examination is required to confi rm a diagnosis of schwannoma. The typical schwannoma exhibits a biphasic histologic pattern of Antoni A and Antoni B areas. 5, 9, 12 Antoni A areas are hypercellular and exhibit a palisading pattern of tumor cells, and Antoni B areas are hypocellular and exhibit no distinct pattern. Malignant transformation does occur, but it is very rare. In our patient, microscopic examination revealed areas of both hyper-and hypocellularity with no features of malignancy.
Peripheral nerve sheath tumors are resistant to radiation, 15 so the treatment of choice is complete surgical excision. 16 The exact nature of the operation is determined by the preoperative assessment, including CT fi ndings. 17 For neoplasms of the nasal cavity and ethmoid sinuses, a lateral rhinotomy or external ethmoidectomy is preferred. For sphenoid sinus lesions with intracranial extension, a transantral approach or craniotomy is required. 18 For tumors of limited extent, endoscopic resection can be performed. In our case, the mass had fi lled the nasal cavity, occluded the choana, and extended into the nasopharynx, so we chose a transpalatal approach.
Recurrences are rare after total removal. However, the literature does contain some reports of malignant transformation of long-standing benign schwannomas, 19 so long-term follow-up is required in such cases.
In conclusion, a clinical diagnosis of a nasal mass in a patient presenting with unilateral epistaxis and nasal obstruction should not be assumed to be an angiofi broma; the possibility of a rare tumor such as a schwannoma should be kept in mind.
Figure 2. A: Slide demonstrates hypercellular and hypocellular areas along with numerous blood vessels (H&E, original magnifi cation ×100). B: Pseudostratifi ed ciliated columnar epithelium is seen with hyper-and hypocellular bundles beneath it (H&E, original magnifi cation ×100).
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